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Abstract 
We intent to determine how health behaviors and collaborative participation of the pacients with diabetes are 
adressed in current treatment practice by the health care professionals involved in the treatment of diabetes ill 
pacients.  Stated by various research as key issues in the treatement of chronical diseases, especially diabetes, two  
focus groups were organized to discuss topics as  pacients' participation and involvement in therapy, behavioral 
changes, appreciations of the role of health care practices and structuring in health outcomes. The results show a good 
knowledge of their importance in treatement, but a limited presence in the current treatement practice. 
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1. Background 
Medical care in chronic illnesses involves a long-term relationship between pacients and health care 
proffessionals and also involves a collaborative processus in order to improve the long-term health 
outcomes (Guttman, 2001). That is, researchers in the health psychology field consider that optimal 
disease management can be achieved only through the partnership and active participation of a 
knowledgeable motivated pacient and staff (Landel-Graham, Yount & Rudnicki, 2003). That is, in order 
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to be able to make informed choices about diabetes self-management (medication taking, dietary choices, 
physical activity and monitoring), individuals with diabetes need to receive structured self-management 
education (Skinner et al., 2006). However, there is substantial variability in the effectiveness of diabetes 
self-management education programs (Norris et al., 2002). 
Considering this lack of evidence to provide clear guidance on the form of diabetes self-management 
education, the American Diabetes Association (ADA) in conjunction with the American Association of 
Diabetes Educators (AADE) developed and stated a set of standards around the delivery of structured self-
management education (Mensing et al., 2005). Key issues in these standards regarding the structured self-
management education are the use of appropriately trained health professionals, a clear theoretical and 
empirical rationale for the content and process of self-management education, a non-didactic approach 
and clear quality assurance processes. 
Similarly, World Health Organization (WHO) promoted the chronic care model (2002), which has 
been implemented in various forms in the USA, the United Kingdom and Sweden.  Each time the model 
was adapted to the situation in each country, including various models of public health systems, different 
models of implementation of health services (Singh & Ham, 2006). 
Particular implementation of chronic care model framework are diverse but they share certain key 
features (Bodenheimer et al., 2002): continuing relationship between the patient and his doctor, or, in  
modern medical approach, engagement of medical and non-medical staff in the management of such 
casuistry; resonating the uniqueness and appropriateness of patient appropriate treatment; provision of 
medical conduct anticipatory to the needs and expectation horizon of the beneficiary; access to health care 
based on scientific objectivity and expertise successfully implemented by clinicians in individual efforts. 
In our opinion, the study of these features include a needed ethical perspective, who would allow the 
knowledge and understanding of the mechanisms by which individuals incorporate subjective medical 
act, to get the element to increase the quality of life (AstăUăstoae, 2010). 
Considering these, our study aims to determine how educational issues, health behaviors, and 
collaborative active participation of the pacients with diabetes are evaluated and considered in current 
treatment practice by the health care professionals.  
2. Methods 
In a qualitative cross-sectional study we followed the appreciations of health practitioners involved in 
treatment of diabetes ill pacients regarding health care related issues. Two focus group have been 
conducted on general practitioners and diabetologists (with 9, respective 10 participants, one focus group 
for each category of health practitioners).  
These focus groups have been organized  in Iasi, where is located a regional Clinical Center for 
Diabetis, providing health services for the Moldavia region in Romania  (8 counties).  Focus-group topics 
included pacients' participation and involvement in therapy, behavioral changes, appreciations of the role 
of health care practices and structuring in health outcomes etc.
Considerations provided  by participants were rated and included into themes and categories for further 
analysis; also, the specifications and themes present on both groups has been selected and compared with 
the theoretical features from the domain.  
3. Results 
The assertions from participants have been analysed and quoted, then organized  following  the chosen 
topics, and related to the facts presumed in the literature as been significant for improving the health 
condition of the patients: information deliverance, patients’ behavior, team, and health care structures.  
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3.1. Information deliverance 
The practitioners stated that basic medical information is provided, such as insulin administration and 
glucose self-monitoring. Also, they consider as crucial the patients' willingness to develop pro-health 
behaviors; however, poor educative demarches are made, mainly due to time restraints.  
As insufficient or inappropriate have been considered the following topics: the information provided  
to the patients on health behaviors and lifestyle changes; collaborative relationship between patient and 
practitioner; and collaboration on sharing information with other medical structures. 
3.2. Patient’s behavior 
Participants agreed that chronic disease confronts patients with a range of needs who involves lifestyle 
changes, and some of them engage in healthy behaviors; also, there are significant differences between 
patients about how they monitor health condition or take  care about themselves, strongly influenced by 
family or community cultural particularities.  Furthermore, health behaviors depend more on the patient's 
own structure.  
Considering the patients’ autonomy, it had been alleged that the patient is not sufficiently informed to 
be autonomous and responsible; the main reason for this was identified in the lack of recognition in the 
need of therapeutic education in the medical health care. It also has been noticed that in the recent years, 
patients seem to be more informed about disease characteristics; however, patients with lower education 
are less informed and skilled in monitoring glycemia or other symptoms, thus concluding that the less 
educated patients have less autonomy than the others. 
3.3. Team 
Both diabetologists and General Practitioners affirmed that, at this moment, they can’t say there is 
cooperation between the various partners involved in the treatment of diabetes. Furthermore, they spoke 
about a lack of coherence between different levels of health care structures, concluding that health 
practitioners don’t work as a team yet (e.g., a GP founds out about the medical condition of a patient only 
if he/she comes for another medical condition or if he declares voluntarily). 
3.4. Health Care Structures and Programs 
There have been given favorable evaluations regarding two national programs: a National Diabetes 
Treatement Program and a National Program of health assessment (intented for screening) – both led to a 
significant rate of newly discover ill-patients with diabetes.   
About the patient support organizations, their help is evaluated as negligible; only an NGO organizes 
an annual event (Diabetes Camp), considered to be significantly helpful in providing information about 
monitoring health state and developing healthy behaviors.  
Regarding the financial resources, a certain degree of wastage and inefficient allocation is present, due 
in part by rigid  ministerial orders and procedures, which are limiting freedom of medical decisions. 
Also, some of the participants alleged that collaborative practices work better in the private clinical 
practice, and as a consequence General Practitioners (called "family doctors" in Romania)  prefer sending 
patients to private clinics. Considering colaborations between health care professionals, the General 
Practitioners  said  they  are  not  informed  about  patients’  condition  under   their  care.  Futhermore,  they  
added they would need a counselor as collaborator, in order to explain to the patients issues about how to 
monitor their health symptoms and how to develop proper daily routine regarding monitoring and 
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treatement procedures. Also, the problem of involvement of physicians in the health policies has been 
raised (in order to adress the "real needs" for a proper care). 
Resuming the above assessments provided by the treating physicians during the two focus groups, we 
noticed the efforts of practitioners in providing informational support about insulin administration and 
self-monitoring and a proper importance given to these patients' willingness to develop pro-health 
behaviors, and also poor educative demarches due mainly to time restraints. Considerations about the 
influence of treatment schemes and collaboration with other specialists show a number of areas which 
might be subject for improvement in order to establish a good collaborative patient - practitioner 
relationship. 
4. Conclusions 
Appreciations of health professionals suggest that necessary factors for good health outcomes are only 
partially met; information about insulin administration and self monitoring are provided. Still, there are 
poor conditions of an collaborative relationship, both on a patient-medic level and on different structures 
of the health care system. The health care model for patients with chronic conditions (promoted by WHO) 
is known, but not implemented. The informational support from other sources than treating physician is 
sporadic, even is considered valuable and needed  (e.g., diabetes camp, help of a counselor). 
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